People with IBD often have anxiety or depression symptoms. [4] [5] [6] During remission periods, anxiety and depression rates have been estimated at 29%-35%, increasing to 60%-80% during flare-ups. 5 Different studies have determined that factors such as stress, anxiety, and depression are predictors of quality of life, regardless of disease severity. In addition, these psychological factors are related to disease course and outcome, including the number of flare-ups and time lived free of inflammatory activity. [7] [8] [9] [10] Although the interplay between psychological factors and IBD seems clear and bidirectional, patient and physician perceptions on how these aspects are handled at the clinic have not yet been evaluated in depth. The input from both groups is important for identifying deficiencies and unmet needs, as well as any disagreements on perspectives. Such disagreements, if found, may help to devise actions that could improve bidirectional communication and promote understanding.
The ENMENTE project-the larger umbrella project over this study-aims to establish recommendations for the management of the psychological aspects of patients with IBD. As a preliminary step toward developing these recommendations, the perception of physicians and patients with IBD was explored with regard to the impact of psychological aspects on everyday life and how these aspects are managed in the IBD clinical setting. As a secondary objective, we aimed to compare the opinions of patients and physicians.
METHODS
Two surveys were designed: one addressed to patients with IBD and another to IBD specialists. A working group proposed the structure and items of the survey. This group was composed of 3 physicians specialized in IBD, a nurse and 2 psychologists, all with experience in IBD, as well as a patient representative. The group was provided with information from 2 different sources: (1) the results of a patient focus group (manuscript submitted) and (2) a dossier of published studies on the psychological impact of IBD. Based on this information, and by means of nominal group methodology, the group discussed the topics to be addressed in the survey and proposed elements. Key topics to be included were (1) the impact of IBD-related psychological problems, (2) an assessment of the previous impacts in the clinic, and (3) the IBD team's management of psychological problems. An additional section in the surveys included sample descriptors, such as sociodemographic characteristics of physicians and patients and clinical and professional variables.
The survey items (28 in the patient survey and 23 for the physicians) were designed by experienced methodologists and subjected to several tests among the group participants for consistency. Both surveys included a minimum set of sample descriptors. After approval by the expert panel, the surveys were uploaded to the online platform SurveyMonkey.
The patient survey was made available on the website of the Confederation of Associations of Crohn's Disease and Ulcerative Colitis of Spain (ACCU, Spain) during a 2-month period. The association contacted its members through email and promoted the survey on social media. The physician survey was sent directly to all members of the Crohn's and Ulcerative Colitis Working Group (GETECCU), after approval by the GETECCU board.
The analysis of both surveys included descriptive statistics of the samples and responses, with absolute and relative frequencies, mean and SDs, or median and interquartile ranges, according to the type and distribution of variables. Records with over 80% of variables missing were eliminated. Otherwise, missing values were not imputed. To compare responses between surveyed groups for common items, we proceeded as follows: (1) a random sample of patients was obtained to match the number of physicians, as the groups were not balanced in size, (2) responses (percentages or mean) were estimated with 95% confidence intervals, and (3) binary responses were compared between groups by means of chi-squared test, and scale responses by the Mann-Whitney test, with 0.05 set as the significance value.
Ethical Considerations
Given the nature of the study, namely a volunteer survey, it was exempted for institutional review board approval. Nevertheless, all participants were informed of the objective, content, promoters, and data managers of the study, and good clinical practices were observed throughout. All completed forms were anonymous. The data are available to anyone who may request them.
RESULTS

Description of Survey Participants
A total of 926 subjects responded to the patient survey, although those with over 80% variables missing were deleted, thus yielding 903 respondents. It was sent by email to approximately 1000 members with functioning email addresses, although an exact response rate cannot be calculated, as the survey was also published on social media. Two-thirds of these were women with a mean age of 39 years; half were active workers (Table 1) . Most were treated in public centers. Regarding their clinical profiles, almost 16% were referred for severe disease, the mean time living with IBD was 10 years, and an average of 2 flare-ups per patient were experienced in the past year.
In total, 170 gastroenterologists responded to the physician survey of the 665 who received it (response rate: 26%). The mean age of the respondents was 43 years (SD: 10), 99 (58%) were women, and 42% had between 5 and 15 years of experience treating patients with IBD. Most (80%) worked in public hospitals, 46% in IBD units, and 17% in general gastroenterology departments. Patients are followed-up by the same gastroenterologist in the clinics of the surveyed physicians, according to 93% of the respondents.
Impact
Most patients believe that IBD causes a negative psychological impact and that their disease worsens when they feel anxious (82%) or depressed (67%). More than half of the patients feel sad or depressed (58%) or have anxiety (51%) at some point in their disease course. Most physicians (80%) agree that psychological aspects have an impact. Approximately 60% reported asking their patients about the disease's impact at their workplace or about their emotional state. More than 80% reported never asking about the impact of IBD on their sexual life.
Both groups were asked to rate the likelihood of specific situations generating anxiety on a 0 to 10 scale (Table 2) . In general, all items exceeded a score of 5 in both groups. Carrying an ostomy bag, suffering episodes of fecal incontinence in public, and undergoing surgery all scored the highest in both groups. The mean scores in all situations were lower in the patients than in gastroenterologists, except for anxiety produced by fatigue and new flare-ups.
When asked about the influence of IBD on the psychological state, personal relationships, and daily life, doctors scored higher than patients in almost all aspects (Table 3 ). There was The number differs from 903, as this is a random sample to match the size of the physicians' sample. Results are expressed as proportion (95% confidence interval) of the subjects who responded "totally agree" or "very much agree." a P , 0.05 from chi-squared test for proportions.
great variability in both groups regarding the influence of stress and depression on IBD. Patients scored higher than physicians in the assertion "IBD worsens with stress" and scored significantly lower than doctors in all the other items ("IBD influences the psychological condition," "IBD influences relationships," and "IBD influences everyday life activities").
Evaluation
As for the IBD clinics' perceived approach to psychological aspects, patients reported that their doctors never or hardly ever ask about work-related aspects (58%), social life (60%), family issues (58%), emotional status (45%), or sexual life (85%). Patients say they spontaneously report their emotions in the clinic at least sometimes (71%), and that they are asked about their psychological well-being by professionals in only 41% of visits. The professionals interested in their emotional state were the gastroenterologists (44%), specialist nurses (10%), and mental health professionals (7%).
Over a third of doctors surveyed (22%) did not feel prepared to detect psychological problems in their patients, 64% felt barely prepared, and 14% felt well prepared.
The greatest discrepancy was found in the perception of how often psychological problems are addressed in the clinics (Fig. 1) . Although half of the doctors surveyed stated that they always or almost always enquire about their patients' psychosocial problems, the patients perceived those issues to only be addressed in less than 25% of the cases. Both groups aligned in terms of the low frequency with which sexual matters are dealt with.
Management
A third of the patients stated having been prescribed psychotropic drugs by their gastroenterologists for psychological problems, less than 25% reported being referred to psychiatry or to psychological services, and 70% said that they had never received help from a psychologist.
Between 76% and 82% of patients agree that (1) physicians enquiring about the impact of IBD on their psychological state and personal relationships during regular visits is important, (2) the clinical psychologist should be part of the clinical team, and (3) psychological treatment should be part of the therapy.
As many as 73% of the doctors reported asking for specific symptoms if the patient comments that he or she is depressed or anxious, and 14% reported that their patients often ask for help in dealing with their psychological problems. More than half of the physicians surveyed (55%) answered that they refer patients to psychiatry services when symptoms of anxiety or depression are detected, 24% refer them to external psychologists, and 10% to inhospital psychologists. Regular prescription of psychoactive drugs was reported by 7% of physicians, and a minimal proportion (1%) reported doing nothing or only sporadically (3%) recommending patients with psychological problems consult patients' associations as the first choice. When asked about their confidence in the use of psychoactive drugs, 60% stated having basic knowledge and 7% feel confident in their use. Knowledge and experience with psychoactive drugs was clearly related to the respondents' age (0% in the group younger than 30 years, 6% in the group between 30 and 50 years, and 12% in the group older than 50 years; P ¼ 0.013).
In response to the question of whether they considered that emotional state control should be a therapeutic goal, 24 (15%) considered that it should "always" be the case, 52 (33%) "almost always," 62 (40%) "sometimes," and only 18 (12%) did not consider emotional state control a therapeutic target.
Almost all physicians (94%) believed that a clinical psychologist should be part of their team and 77% that nurses working on their team could help identify psychological problems in patients.
DISCUSSION
This study analyzed and compared the perceptions of physicians and patients regarding the impact of psychological factors on IBD and on how these factors are routinely addressed in clinics. The results of the surveys support the conclusions of previous studies based on patient data demonstrating the impact of psychological aspects in patients with IBD. [11] [12] [13] [14] However, the main interest of our study lies in its design posing similar questions to both groups, thus enabling analysis of differences between doctor and patient perspectives. In addition, not only were participants asked about the presence of psychological problems, but also the relevance attributed to each, and, most importantly, the way in which these problems are made visible and managed at specialist clinics. The study found many points in common between the 2 populations in terms of impact, evaluation, and management of psychosocial aspects of IBD but also some discrepancies that merit attention.
In relation to impact, physicians are more prone to see an influence of IBD on psychosocial aspects than patients. Interestingly, other works such as the UC NORMAL survey, FIGURE 1. Perceived frequency of "ever being asked about" (patients) or "patients whom you ask about" (physicians) psychosocial aspects. *P , 0.05 from chi-squared test for proportions.
published by Rubin et al found the opposite result: patients perceived higher psychological impact of IBD on their lives-e. g., difficulties for living stress free-than doctors. 15 Also, although patients do admit that IBD influences psychological aspects of their lives, they claim the opposite is also true, that psychological problems can have an impact on IBD, especially anxiety and depression. Anxiety triggers the biological mechanisms of a stress response, known to involve a significant reaction at a neurological, endocrine, and immunological level, 16 all of which could be at the root of chronic IBD or flare-ups. A quarter of respondents in both groups, however, did not think this statement is true. Other studies found an influence of stress on disease course. For instance, Schreiber et al found that patients ranked stress as the number 1 flare trigger. 17 In relation to aspects than can activate psychological distress in patients with IBD, there seems to be a consensus between physicians and patients in that the most complex factors to manage are episodes of fecal incontinence in public and carrying an ostomy bag. Other aspects, such as pain, fatigue, or suffering a new flare-up, are also reported as significantly damaging the psychological well-being of patients, although the physicians do not seem to consider it as important as patients. Interestingly, physicians appear to overestimate the anxiety of patients regarding most other situations. Appropriate attention to these patient concerns requires providing adequate information and support, as this could minimize their impact. Actions such as making care available at short notice during a flare-up, using different strategies for handling incontinence situations or prescribing adequate rescue analgesia could reassure the patient, preventing the self-perpetuating cycle of worry-anxiety-flare-up.
Physicians reported seldom inquiring about patients' sexual life, despite this being an important matter to patients, as shown by Marin et al in their study involving over 1500 patients with IBD, which found evidence that sexual life was frequently affected in these cases. 18 In the preceding focus group, patients spontaneously discussed many inconveniences of sexuality that could benefit from a relaxed conversation with a specialist. In this sense, it seems important to train IBD teams in eliciting honest responses and offering effective communication, as well as on basic sexual questions of interest for patients with IBD. Alternatively, doctors could use explanatory brochures or refer the patients to associations.
Concerning the evaluation, the independent analysis of both groups highlights the discrepancy between patients and doctors, the former perceiving a lack of interest in psychosocial problems by physicians, and the latter viewing their own interest and actions as sufficient. This discrepancy has been noticed in previous studies and has been regarded as a faulty communication between patients and doctors. 15 In fact, in a large survey conducted among 5576 patients with IBD by European Federation of Crohn's and ulcerative Colitis Associations (EFCCA), Ghosh et al described that nearly half of the participants reported their doctors had not asked about the impact of disease on quality of life. 19 In the same line, in a recent Spanish study, López Sanromán et al showed that 70% of the patients reported that their doctors never or only sometimes inquired them about the impact of ulcerative colitis (UC) on their personal relationships, their work, or their psychological health. 14 It is possible that doctors may think they are addressing the psychological problems of a patient with some indirect questions, which may be valid for them, but which prevent the patient from perceiving that their problems and concerns are being valued. In this sense, the previously mentioned UC NORMAL survey underscored the fact that many patients with UC perceive that their physicians may not be fully appreciating how UC is affecting them. 15 All these issues could affect the possibility of ensuring adequate communication. The feeling that it is impossible to discuss these problems in the clinic could directly affect patient quality of life, 20 so it is recommended to try to improve the evaluation approach or style. These communication problems also negatively influence the physician-patient relationship and could, in turn, harm other important aspects, such as treatment adherence. 11 Multiple factors have been described that can affect this matter of adherence, such as disease extent, long duration, fear of adverse effects, and, among the variables of the psychosocial sphere, depression, inadequate information, lack of trust in their doctor, or doctors varying from visit to visit. 21 Previously, Schreiber et al showed discordance between patients' selfperceived experience and physicians' and nurse specialists' estimates of disease burden. 17 These differences could be addressed through improved communication between patients and their physician or specialist nurse (including more regular visits), and better patient education.
Regarding the management of IBD-related psychological problems, it seems that the most common action, once problems are detected, is to refer patients to psychiatry services, surely because it is the only option available, and not because doctors consider it the best option. The physicians' answers indicate that they not only feel unprepared to detect psychological problems but also feel unconfident in prescribing psychoactive drugs, reflecting a lack of proper training. Developing skills in this area should be part of the educational agenda in IBD. However, both physicians and patients agree that a clinical psychologist would be the best professional to handle this sort of problem. Evidencebased clinical practice guidelines, recommendations, and consensus seem to support this approach, as they consider psychological therapy the first-choice treatment for the management of anxiety and depression disorders. 22, 23 At present, their low participation in the care of patients with IBD is perceived as a serious lack by all groups involved. 24 Interestingly, only a low proportion of patients considered that nurses could also help them cope with the disease, while doctors were more in favor of this option. This could be due to an imbalance in the number of nurses available.
Additional support for a comprehensive management, as previously mentioned, is due to the fact that depression has been related to higher number of emergency visits or unscheduled clinic visits, poorer work performance, and worse response to biological treatment. 25 In CD and UC, depression and stress are independent factors that influence quality of life. 7 Psychological remission should, therefore, be established as one of the objectives of treatment, as well as other targeted remissions, such as endoscopic, clinical, or histological. 26 This study has some limitations. One was its selection of participants. In the case of patients, the total population was unknown, despite the survey being distributed by a national patients' association and social media followers. In addition, they needed to respond to questions on their disease; therefore, we assumed that all respondents were actual patients and not relatives of patients or simply interested parties. Associated patients may not be representative of the entire IBD population; it is possible that some receive psychological care, as this is available through local associations, affecting their perception on the subject. There could also be a bias in that participation in the survey was linked to suffering from psychological disorders.
Regarding the gastroenterologists, the selection of physicians with an interest in IBD through a dedicated study group may have skewed the sample to highly specialized professionals. The majority of participants treated patients in monographic clinics, thus presenting a potentially limited reflection of general gastroenterologists' opinions. However, this bias could be considered an added value because they are professionals who know the disease in depth, including the psychological aspects. The detected deficits thus surely underestimate reality, and these problems may be widespread in gastroenterology practices.
Another limitation is that patients with CD or UC may have differences in perspectives about psychological issues -magnified by remission status-and the survey was not designed to pick these up. Unfortunately, we did not ask specifically for the disease, only whether they had "CD or UC," which rendered stratified analysis unachievable.
Finally, the idea of the survey was to explore opinions, not causes or associations of factors or attributes to responses. Nevertheless, in a separate analysis, we explored the responses by sex and age bands. 27 Shortly, these were the results: (1) feelings of anxiety or stress and of depression or sadness were more frequent among women and younger patients, (2) the impact of IBD seems greater among younger patients than among elder groups, and (3) patients between 30 and 50 are more frequently referred to mental health specialists and receive more frequently prescriptions for psychotropic drugs than the rest of groups.
In conclusion, this study shows that both patients and doctors perceive that psychological problems have a high impact in patients with IBD. However, despite their significance, the evaluation and management of psychological aspects is not perceived to be adequate, possibly due to poor doctor-patient communication, inadequate resources, or lack of proper training to comprehensively manage all aspects of IBD. These identified failings provide some principles that can now be used to build recommendations.
